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Clinical Exchange
Tooth Movement Associated with Orofacial Myology
from a Dental Hygiene Clinician's Perspective
Marjorie Snow. ROH, MA, COM
This article has been written as a rebuttal to the
conclusions drawn by Dr. Marvin Hanson in his article,
"Tooth Movement Associated with Oral Myofunctional
Therapy: A Clinician's Report" which appeared in the
November. 1992 issue of the International Journal of
Orofacial Myology. This rebuttal relates to the broader
implications of all tooth movement which Dr. Hanson's
title implies, and includes the specific reference to overjel
reduction which the abstract of Dr. Hanson's article
informs us is the focus of his clinical observation and
measurement.

Background

This author would agree with Dr. Hanson on the
reason for the origin of the specialty area of .orofacial
myology. That is, orofacial myology evolved as a result
of the orthodontists' oonclusions that abnormal forces
involving the orofacial musculature (the lips, tongue
cheeks, etc.) may indeed be interfering with the orth•
odontic alignment and retention of the dentition and
oontributing to the •natural tendency of teeth" to move
toward their pretreatment relationships (in other words,
relapse). However, this expostfactooonclusion failed to
take into consideration the probability that these same
forces may have been a major contributing factor to the
original malocclusion, and consequently that the nor
malizing of these forces could in effect prevent or
intercept the abnormal development of the oral cavity
and the alignment of the dentition. It is this consideration
that leads Or. Hanson to state that orofacial myologists
have the goal of "providing an oral environment opti
mally conducive to stability or development of the den
tition. When this goal is related to children with primary
or mixed dentitions. it is oonsidered to be developmental
and therefore preventive or interceptivein nature. When
the goal is related to orthodontic referrals, it is to provide
a stable oral environment. The assumption here is that
the violations of the neutral (equilibrium) space will
cause a malocclusion if the behaviors persist (Kraus,
Jordon, Abrams, 1992). Even though we cannot mea
sure prevention, the implication is that these behaviors
which therapy addresses would have caused abnormal
tooth movement.
Also, Dr. Hanson implies that it is possible to close
open bites and reduce overjets in •extraordinary" cases.
He further states that all experienced clinicians can
come up with portfolios of examples of such spontane-

ous tooth movement as a result of therapy alone. The
inference here is that spontaneous tooth movement is
some sort of aberration, or the result of a combination of
clinician expectations and/or "muscle strengthening"
which Dr. Hanson sees as redundant if the patient is
capable of normal rest posture and normal (or near
normal) speech articulation. It is at this juncture that Dr.
Hanson addresses-what he sees as two common mis
conceptions made by clinicians or assumed by their
audiences. The first misconception is that many anterior
malocclusions can be corrected wilh therapy alone. The
second misconception is that the amount of movement
of teeth acoompanying therapy can be used as an
assessment of therapy success. Dr. Hanson's conclu
sions seem to be that (1) therapy prevents orthodontic
relc1pse by changing behaviors, (2) therapy prevents
malocclusions by normalizing the neutral space align
ment of the developing dentition and (3) therapy can
normalize malocclusions in "exceptional' cases.
However, Dr. Hanson's article warns us that expect
ing tooth movement as a result of therapy is a miscon
ception that orofacial myologists should not entertain or
imply to their patients-Or colleagues. Dr. Hanson also
advises the orofacial myologist to avoid using "tooth
movement" as a criterion for therapy success (even
!hough it is a valid criterion for orthodontic failure). His
conclusions were based on an investigation of 214 case
records in which the criterion was reduction of the overjet
only. The 214 records included patients with normal
overjets, and evidently, all types of malocclusions. The
results of his investigation found that an overjet mean
reduction of 1 mm. over a period of one year occurred in
the subjects selected. Based on this statistic, Dr. Hanson
concludes that such minimal overjet reduction (which
could have been caused by normal bone growth) does
not warrant orofacial myologists to claim or expect to
move teeth by therapy alone. Perhaps one should take
a look at the "extraordinary' cases, and see how they
differ from the subjects in Dr. Hanson's report and his
conclusions thereof.
Procedures
Subject Selection: According to the report, the crite
rion for subject selection was based on age (mean age
10.1 years), absence of orthodontic intervention for the
first three months of therapy, "other" types of anterior
malocclusions, and elimination of those who dropped

